Initially an offshoot of scholarship in the rhetoric of science, research concerning what is sometimes called "medical rhetoric," the "rhetoric of medicine," or "biomedical rhetoric" has proliferated in recent years. Rhetoricians can look to an ever-growing set of books (Bennett, 2009; Berkenkotter, 2008; Emmons, 2010; Heifferon, 2005; Heifferon & Brown, 2009; Hyde & Herrick, 2013; Keränen, 2010b; Leach & Dysart-Gale, 2010; Scott, 2003b; Segal, 2005; Wells, 2010) , encyclopedia and overview essays (Derkatch & Segal, 2005; Keränen, 2010a; Segal 2009b) , special issues (Barton, 2005; Hass, 2009; Koerber & Still, 2008; Lyne, 2001; Present Tense Editors, 2012 ), RSA workshops (held in 2007 , and 2011 , and journal articles (Derkatch, 2012; Ding, 2009; Graham, 2009; Keränen, 2011b; Majdik & Platt, 2012; Owens, 2009; Paroske, 2012; Pender, 2012; Scott, 2006; Segal, 2009a; Spoel & James, 2006; Teston, 2009 ) as evidence of growth. In this report, we reflect on the inventional possibilities for future scholarship in the area. We maintain that rhetoricians of health and medicine should continue to carve out an expansive focus on the exigencies, functions, and impacts of health-related discourse; attend to the movement, surrounding networks, and ecologies of this discourse; and work with other scholars/researchers, both inside and outside disciplinary rhetorical studies, toward a variety of goals.
We first advocate that scholars adopt the term rhetorics of health and medicine to signal a broad array of health publics, their nomoi, and their discursive practices, some of which only partially intersect with medical institutions. Most global citizens, for example, engage daily with a wide variety of health and wellness texts, technologies, objects, agents, and agencies. Expanding our purview to include the broader set of health texts, artifacts, genres, and practices allows rhetorical scholars interested in medicine and health to address more fully the constellation of symbolic and material rhetorics that influence daily life and public meanings and practice. Expanding our purview should also involve heightened attention to transnational rhetorics of health and medicine with particular focus on the online networks and digital practices that the global citizenry increasingly uses to understand health and medicine.
We also advocate defining the scope of our work by engaging in programs of research that complement, but are different from, programs of research in bioethics, medical humanities, health communication, or the allied health professions. Simply enlisting ourselves in the agendas of others, particularly in a way that reinforces a dichotomy between art and science (see Solomon, 2008) , can limit the reach of our contributions. Rather than positioning rhetorical negotiation in opposition to evidencebased medicine, for example, we might ask how the latter's implementation is embedded in the former.
We would do well to stake our scholarly claim in a way that clarifies our unique contributions while encouraging inventive collaboration or the generation of hybrid methods. Examples of work that productively makes this double move include Lisa Keränen's (2011b) recent call for biocriticism, Blake Scott's (2003a) rhetorical-cultural analysis, and Jordynn Jack and Greg Applebaum's (2010) formulation of neurorhetorics. Rhetorics of health and medicine may be seen, in some sense, to be a branch of Medicine Studies (see Paul, 2009 ) on the model of Science and Technology Studies; its goal is not, in the first instance, to further the aims of medicine as it is, but rather to query medicine's epistemology, culture, principles, practices, and discourses. In so doing, we might consider the generative potential of viral models of rhetorical movement and nuanced models of rhetorical agency that some of us have developed (Scott, 2003b (Scott, , 2006 . In fact, we could model our collaboration after the viruses that some of us study, seeking openings to infect, mutate, and transform larger projects.
In developing our contributions, rhetoricians of health and medicine might think in terms not only of analysis but also of rhetorical techne. How can such techne as rhetorical listening and intercultural inquiry, for instance, improve patient-provider communication and public health interventions, respectively? While rhetoricians of health and medicine may not suggest specific corrections to a flawed system, we do, ultimately, believe our work shares some type of ameliorative aim-perhaps, ultimately, helping to improve medical training, patient-provider interaction, public health efforts, and health literacy. We note that research need not be "applied" in order to be "useful. " Segal (2005) distinguishes between applied and useful projects in the rhetorics of health and medicine: for example, "applied" rhetorical research on HIV prevention might produce a book on persuading people to practice safer sex (Perloff, 2001) , while research querying the terms and arguments through which we understand HIV testing as a cultural practice is useful even if not applied (Scott, 2003b) . Setting ameliorative goals requires engaging others in hard questions around, and sometimes disagreeing about, how to determine whether our contributions are beneficial, and for whom.
Any discussion of our goals must be accompanied by questions about how to achieve them. Here, too, rhetoricians might remain open, adapting our methods to the demands and opportunities in our research. Rhetorical studies of health and medicine have increasingly embraced theoretical frameworks and methods that can account for the complexities of language as social action, shifting our focus from texts to the networks, ecologies, and activity systems that shape health-related discourse and its effects. Many rhetoricians of health and medicine are looking beyond traditional rhetorical theory and methods-with their emphases on the persuasive moves of authors in texts-to explore other means of rhetorical inquiry. For instance, rhetoricians have turned towards critical discourse analysis (Fairclough, 2003) , actor-network theory (Latour, 2005) , and multiple ontologies (Mol, 2003) that foreground interconnectedness, materiality, and movement in health and medicine. Others have augmented their textual analysis with participant observation, interviewing, computer assisted textual analysis, and focus groups in order to access a broader spectrum of participant perspectives (see, e.g., Keränen, 2007; Teston, Graham, Baldwinson, et al., 2013) . One challenge in looking beyond the traditional rhetorical toolbox is how to utilize the methods of social science in ways that leverage our uniquely rhetorical contributions.
If our work is to fulfill its aims, it must reach and influence its multiple audiences, which include the range of stakeholders and publics tied to the practices we examine. In some cases, as in Susan Wells' (2010) study of the discursive development of Our Bodies, Ourselves, these stakeholders might be engaged in the research itself. Like forming partnerships with other researchers, reaching the stakeholders of our work may require us to write in registers and forums outside of the academy. We would do well to follow the lead of other colleagues in rhetoric (and many of us already working in the rhetoric of health and medicine) in creating and implementing tactics for engaging publics and policymakers directly. Reaching the stakeholders of health discourse makes our already existing venues for rhetorical scholarship more inviting and accessible.
